The current study aimed to examine the relation between experiential avoidance and anxiety disorders, as well as the usefulness of the Avoidance and Fusion Questionnaire for Youth (AFQ-Y; Greco, Lambert, & Baer, 2008) in detecting anxiety disorder in a sample of adolescent inpatients. First, the relation between experiential avoidance and anxiety among inpatient adolescents was investigated from categorical and dimensional points of view, making use of self-report and parent report, as well as clinical interview, while controlling for depression and externalizing problems. Second, we sought to establish the clinical utility value of the AFQ-Y by determining the sensitivity, specificity, and clinical cutoff score of this measure in predicting anxiety disorder. To this end, a sample of inpatient adolescents (N ϭ 111) with a mean age of 16.14 (SD ϭ 1.39) years completed the AFQ-Y, alongside interview-and questionnaire-based measures of psychopathology. Results showed a significant relation between anxiety disorder and experiential avoidance, independent of depression. Receiver operating characteristics analysis revealed that the AFQ-Y has moderate accuracy (area under the curve ϭ .815, SE ϭ .047, p Ͻ .001) in discriminating adolescents with a diagnosis of any anxiety disorder (cutoff score 26.5; sensitivity ϭ .74, specificity ϭ .76). Given the comorbidity of anxiety and depression in this sample, this cutoff is not indicative of pure anxiety disorder but may be helpful in predicting those with emotional disorders in general.
Anxiety symptoms are highly prevalent among adolescents and often interfere significantly with their daily lives (Ollendick & Hirshfeld-Becker, 2002; Verhulst, Van Der Ende, Ferdinand, & Kasius, 1997) . A number of important previous studies have shown evidence that anxiety disorders in childhood predict the development of new anxiety disorders and other psychiatric conditions in adolescence and adulthood (Bittner et al., 2007; Brückl et al., 2007; Ferdinand & Verhulst, 1995; Gregory et al., 2007; Lewinsohn, Holm-Denoma, Small, Seeley, & Joiner, 2008; Olino, Klein, Lewinsohn, Rohde, & Seeley, 2010; Pine, Cohen, Gurley, Brook, & Ma, 1998) . These studies indicate that anxiety symptoms persist throughout adolescence and that the severity of the symptoms predicts whether anxiety disorders will extend into adulthood (Dadds et al., 1999; Manassis & Hood, 1998) .
Several risk factors-including family environment, early life events, and temperament-have been identified in the development of anxiety disorders. Barlow (2000) has theorized that anxious apprehension is a major underlying factor of anxiety disorders. Anxious apprehension is characterized by elevated negative affect, increased self-focused attention, hypervigilance, and attentional and memory biases toward threat. As a result, maladaptive coping-consisting of both cognitive and behavioral strategies aimed at reducing and avoiding negative experience-is developed, which, in turn, manifests in an anxiety disorder. The relation between psychopathology and the avoidance of negative affect has gained considerable attention in recent years. Experiential avoidance, the attempt to control the form or frequency of aversive private experiences (e.g., bodily sensations, emotions, thoughts, memories, behavioral predispositions; Hayes, Wilson, Gifford, Follette, & Strosahl, 1996) , is a maladaptive coping strategy that encompasses the avoidance of negative affect and has been associated with a wide range of psychopathology, including the development and maintenance of anxiety-related conditions in adults (Begotka, Woods, & Wetterneck, 2004; Hayes, Luoma, Bond, Masuda, & Lillis, 2006; Kashdan, Breen, Afram, & Terhar, 2010; Twohig, 2008) .
Experiential avoidance is defined as the "phenomenon that occurs when a person is unwilling to remain in contact with particular private experiences and takes steps to alter the form or frequency of these events and the contexts that occasion them" (Hayes et al., 1996; p. 1154) . Furthermore, experiential avoidance has been construed to result from learned associations connecting internal experiences with appraisal patterns concerning threat and danger (Hayes et al., 1996) . The role of experiential avoidance in psychopathology is assumed to be most salient when experiential avoidance is applied rigidly and inflexibly and an individual spends excessive time, effort, and energy managing, controlling, or struggling with unwanted internal events. As a result of this strategy, the individual becomes less motivated to maintain contact with valuable, worthwhile, and necessary approach-oriented experiences in favor of pathological avoidance-oriented experiences leading to impaired functioning. Furthermore, experiential avoidance is maintained primarily through negative reinforcement, in which individuals focus on the short-term effectiveness of alleviating discomfort through the avoidance of aversive stimuli with insufficient consideration of the implications of a pervasive avoidance strategy in the long term (Kashdan, Barrios, Forsyth, & Steger, 2006) . As experiential avoidance functions to alleviate distress in the short term, its prolonged use is believed to underlie a variety of dysfunctional conditions in adults, including avoidant coping styles; excessive thought suppression; drug or alcohol use to escape from unwanted moods; and avoidance of feared objects, places, or situations (Chawla & Ostafin, 2007) .
The downward extension of the construct of experiential avoidance to youths has been the focus of recent interest. The Avoidance and Fusion Questionnaire for Youth (AFQ-Y) is the first and only existing measure designed to assess psychological inflexibility, and the associated processes of cognitive fusion and experiential avoidance, in children and adolescents. Greco, Lambert, and Baer (2008) developed this self-report measure by modeling item content after the Acceptance and Action Questionnaire (Hayes et al., 2004) , an established and widely accepted measure of psychological inflexibility in adults. Generally, item development followed Acceptance and Commitment Therapy's (ACT) model of human suffering and was based on the underlying assumption that psychological inflexibility is the result of cognitive fusion and experiential avoidance. The development and initial validation of the AFQ-Y included three phases. First, items were developed and piloted on a small sample of children, resulting in age-appropriate wording. For example, cognitive fusion is assessed with items like "My thoughts and feelings mess up my life" and "The bad things I think about myself must be true." Experiential avoidance is assessed with items like "I push away thoughts and feelings that I don't like" and "I stop doing things that are important to me whenever I feel bad" (Greco et al., 2008, p. 94) . Next, initial item reduction was attained through exploratory factor analysis to remove items inconsistent with ACT theory. A single-dimensional factor structure was confirmed through confirmatory factor analysis. Finally, the external validity of the final version of the AFQ-Y was investigated in a sample of 1,188 children who also completed measures of psychopathology, adaptive functioning, and ACT processes (e.g., thought suppression; Greco et al., 2008) .
Results showed that total AFQ-Y scores correlated in the expected directions with a measure of anxiety (r ϭ .58), a measure of internalizing problems (including depression and anxiety) and externalizing problems (including hyperactivity and conduct problems; r ϭ .64), somatic complaints (r ϭ .37 to .45), and quality of life (r ϭ -.30 to -.39). Additionally, the AFQ-Y correlated with overlapping ACT processes. Thus, results of this study provided support for the construct validity of the AFQ-Y and identified a relation between the AFQ-Y and anxiety (as well as depression and externalizing problems) in a community sample. No other studies have explored the AFQ-Y to date. Notably, the AFQ-Y has never been examined with a clinical sample, leaving the clinical utility value of the AFQ-Y in identifying adolescents with anxiety unknown. Moreover, clinical cutoffs do not currently exist.
Thus, the first aim of this study was to determine whether the relation between experiential avoidance and anxiety found by Greco et al. (2008) in a community sample exists in a clinical sample, while controlling for other forms of psychopathology from categorical and dimensional points of view utilizing both parent and child report. In light of the aforementioned research linking experiential avoidance with various forms of psychopathology, we sought to explore the relation between anxiety and experiential avoidance in the context of other forms of psychopathology, by testing the hypothesis that anxiety and experiential avoidance would be related, independent of depression and externalizing problems. We expected, at the bivariate level of analyses, that the AFQ-Y would correlate positively with both internalizing and externalizing problems reported by youths, as established by Greco et al. in a community sample. Also, we predicted that parentreported internalizing and externalizing problems would correlate with the child's total score on the AFQ-Y. Overall, the established relation between psychopathology and experiential avoidance also led us to expect the mean total score on the AFQ-Y to be higher in our sample than in the community samples used in the initial analysis of the measure.
Second, we set out to determine the clinical utility and predictive ability of the AFQ-Y in detecting anxiety disorder by estimating the sensitivity and specificity of the measure and establishing a clinical cutoff score. In summary, given the particular relation between experiential avoidance and anxiety disorder described in the existing literature, we predicted that (a) a positive interviewbased diagnosis of anxiety would make an independent contribution to the total score on the AFQ-Y when controlling for other psychopathology and (b) the AFQ-Y would demonstrate adequate sensitivity and specificity in detecting a positive Computerized Diagnostic Interview Schedule for Children (C-DISC) diagnosis of anxiety disorder.
Method Participants
All consecutive admissions (N ϭ 159) from a 16-bed adolescent inpatient unit that usually serves adolescents with severe treatment-refractory behavior, psychiatric disorders, and substance disorders were invited to participate. Of these, 12 declined participation in the study. While the unit was in principle open to all mental disorders, the study adopted the following exclusion criteria: (a) diagnosis of schizophrenia or any psychotic disorder and/or (b) diagnosis of mental retardation. Inclusion criteria were age between 12 and 17 years and English fluency. As a result, three additional participants were excluded from the study. Additionally, two participants revoked consent, leaving 142 adolescents in the sample. Any adolescent missing data was excluded from all analyses. The number of adolescents missing data on each measure included 13 (Child Behavior Checklist), 8 (Youth Self-Report), 5 (AFQ-Y), and 5 (diagnostic interviews). The remaining group consisted of 111 adolescents for whom we had complete data.
The mean age in the final sample was 16.14 (SD ϭ 1.39) years. The sample contained 66 (59.5%) female and 45 (40.5%) male participants and had the following ethnic breakdown: 93.7% white, 2.7% Hispanic, 0.9% Asian, 0.9% black, 0.9% mixed, and 0.9% unreported. Table 1 summarizes the diagnostic characteristics of the sample, in which 53.2% of participants were diagnosed with an anxiety disorder, 46.8% with a depressive disorder, 18.9% with attention-deficit/hyperactivity disorder (ADHD), and 30.6% with an externalizing disorder. It is to be expected that a severe inpatient sample would display high diagnostic comorbidity. In this sample, the average number of Axis I diagnoses (American Psychiatric Association, 1994) was 2.41 (SD ϭ 2.21). The two most commonly co-occurring diagnoses were any anxiety and any depressive disorders, with 64.4% of those with any anxiety disorder also having a depressive disorder.
Measures Avoidance and Fusion Questionnaire for Youth (AFQ-Y).
The AFQ-Y (Greco et al., 2008 ) is a 17-item self-report measure that assesses psychological inflexibility, comprised of cognitive fusion and experiential avoidance, in youths. It was adapted from the Acceptance and Action Questionnaire (Hayes et al., 2004) , used to assess the same constructs in adults. Responses on the AFQ-Y are scored on a 5-point Likert scale, ranging from 0 (not at all true) to 4 (very true). It includes items like "My life won't be good until I feel happy" and "If I feel sad, or afraid, then something must be wrong with me." All 17 individual item scores are summed, yielding a total score ranging from 0 to 68. A higher total score indicates higher psychological inflexibility and higher experiential avoidance and cognitive fusion accordingly. In a previous study conducted by Greco et al. (2008) , the AFQ-Y demonstrated adequate internal consistency (␣ ϭ .90). In the present sample, internal consistency of this measure was similar, with a Cronbach's alpha of .89.
Child Behavior Checklist (CBCL). The CBCL (Achenbach & Rescorla, 2001 ) is a parent-report questionnaire in which parents rate their adolescent's problem behaviors. The measure contains 112 problem items, each scored on a 3-point scale (0 ϭ not true, 1 ϭ somewhat or sometimes true, 2 ϭ very or often true). The measure yields a number of scales, some empirically derived (the Syndrome Scales) and some theoretically based (the DSM-oriented scales). The Total Problems scale yields a t score of general psychiatric functioning and two broad subscales of externalizing behavior problems and internalizing behavior problems. For the current study the DSM-oriented anxiety problems, affective problems, ADHD problems, and externalizing problems scales were used as continuous measures of parent-reported psychopathology. The externalizing problems subscale consists of the DSM conduct disorder, oppositional deviant disorder, and rule breaking subscales. The combined externalizing behavior subscale was used in lieu of separate subscales to more closely approximate the categorical assessments described later and for ease of presentation. However, all analyses using the combined subscale were rerun with the DSM-oriented conduct problem and oppositional deviant subscales to ensure equivalence in results.
Youth Self-Report (YSR). The YSR (Achenbach & Rescorla, 2001 ) is a self-report questionnaire modeled after the CBCL for use with adolescents between the ages of 11 and 18. It is organized similarly, and the same DSM-oriented subscale scores of anxiety problems, affective problems, ADHD problems, and externalizing problems were utilized in the current study as continuous measures of psychopathology. For both measures, the standardized t scores were used.
Computerized Diagnostic Interview Schedule for Children (C-DISC).
The C-DISC (Shaffer, Fisher, Lucas, Dulcan, & Schwab-Stone, 2000 ) is a highly structured clinical interview used to diagnose psychiatric disorders in children and adolescents between the ages of 9 and 17. While the C-DISC is designed to be conducted by lay interviewers, all adolescents in this study were interviewed by doctoral psychology students or clinical research assistants who had completed training and several practice sessions administering the interview under the supervision of Carla Sharp. The interview is administered following computerized prompts that the interviewer reads out loud. The adolescents' answer is then inputted in the program and the program presents the next appropriate prompt. The interviews were always conducted in private with the interviewer and adolescent facing one another and with the computer monitor within viewing distance of the interviewer. For the purposes of this study, only positive diagnoses that met all DSM criteria on the clinical report of the C-DISC were considered. All positive diagnoses of anxiety (including social phobia, separation anxiety, specific phobia, panic disorder, agoraphobia, generalized anxiety disorder, posttraumatic stress disorder, and obsessive-compulsive disorder) were grouped together to form the "any anxiety" category. Similarly, dysthymia and major depressive disorder were grouped into the "any depression" category, and conduct and oppositional defiant disorders were grouped into the "externalizing" category. ADHD was a separate category.
Wechsler Adult Intelligence Scale III (WAIS-III) or IV (WAIS-IV) or Wechsler Intelligence Scale for Children IV (WISC-IV).
Depending upon the adolescents' age, either the WAIS-III (Wechsler, 1997) or WAIS-IV (Wechsler, 2008) or else the WISC-IV (Wechsler, 2003) was administered by licensed clinical psychologists. In this study, only the Full Scale IQ of each participant was used. IQ was included to (a) describe the sample more fully and (b) to ensure that any positive relations between key study variables were not confounded by IQ. IQ is known to correlate with psychopathology in general (Goodman, 1995) and metacognitive capacity (Swanson, Christie, & Rubadeau, 1993) . Moreover, the nature of the relation between IQ and experiential avoidance in adolescence is not yet known.
Procedures
The study was approved by the appropriate institutional review board. All adolescents admitted to an inpatient psychiatric unit were approached on the day of admission about participating in this study. Informed consent from the parents was collected first, and if granted, assent from the adolescent was obtained in person. Adolescents were then consecutively assessed by doctoral-level clinical psychology students, licensed clinicians, and/or trained clinical research assistants. Diagnostic interviews were conducted independently and in private with the adolescents according to the standard procedures of the C-DISC previously described. Because this study was conducted in a naturalistic setting, the order of assessments was random in most cases. Similarly, the scheduling of assessments varied between participants, with some completing assessments and the diagnostic interview in the same day and some completing them on separate days. All adolescents were assessed within the first 2 weeks following admission. The average length of stay in this program is 5-7 weeks.
Results

The Relation Between Anxiety and Experiential Avoidance, Controlling for Other Psychopathology
Before investigating the main study hypotheses, it was necessary to establish the nature of the relation between key study variables at the bivariate level. We first conducted Pearson correlation analyses between AFQ-Y total scores and age; Full Scale IQ; YSR anxiety, affective, ADHD, and externalizing problems; and CBCL anxiety, affective, ADHD, and externalizing problems. The Pearson correlations for the relation between total AFQ-Y score and Full Scale IQ (r ϭ -.15, p ϭ .19) and age (r ϭ -.11, p ϭ .24) were not significant, and thus, these variables were excluded from multivariate analysis. We also conducted an independentsample t test in order to test the relation between sex and AFQ-Y scores (t ϭ 2.10, p ‫؍‬ .04). Since this relation proved significant, with male participants (M ϭ 24.44, SD ϭ 11.32) demonstrating significantly less experiential avoidance than female participants (M ϭ 29.80, SD ϭ 14.33), sex was controlled for in multivariate analyses. Not surprisingly, mean AFQ-Y total scores in our sample were greater than those reported in a community sample explored by Greco et al. (2008) . In that sample, female and male participants had mean AFQ-Y total scores of 23.55 (SD ϭ 13.15) and 20.51 (SD ϭ 12.76), respectively. Independent-sample t tests were also used to compare mean AFQ-Y scores for groups who did and did not have a positive C-DISC diagnosis of any anxiety, any depression, ADHD, and externalizing problems (see Table 1 ). For each of these comparisons, the mean AFQ-Y score was higher for the group with a positive diagnosis. This difference was significant for any anxiety, any depression, and ADHD but not for any externalizing. Thus, any anxiety, any depression, and ADHD were included in multivariate analyses.
Additionally, Pearson's correlations were calculated between AFQ-Y scores and continuous measures of anxiety, depression, ADHD, and externalizing problems as reported by youths and their parents (see Table 2 ). The correlations were significant for YSR anxiety, affective, ADHD, and externalizing problems and for CBCL anxiety and affective problems. As a result, these were included in multivariate analyses.
To determine the relation between anxiety and experiential avoidance, while controlling for other psychopathology, from a categorical point of view, a linear regression was conducted, using variables with significant relations to the AFQ-Y at the bivariate level as predictors. Specifically, any anxiety disorder diagnosis, any depressive disorder diagnosis, ADHD diagnosis, and sex were entered as categorical predictor variables, and AFQ-Y total score was entered as the outcome variable. All predictor variables were entered into the model simultaneously using the standard enter method. Predictor variables together accounted for 30% (adjusted r 2 , R 2 ϭ .33, F ϭ 12.78, p Ͻ .001) of the variation in AFQ-Y scores. Only any anxiety disorder diagnosis (B ϭ 0.34, t ϭ 3.88, p Ͻ .001) and any depressive disorder diagnosis (B ϭ 0.26, t ϭ 3.01, p ϭ .003) retained significance.
We also examined this relation using continuous predictor variables. Analyses on parent and child report were conducted separately because it is well known by now that parents and children often disagree on the presence and severity of problem behaviors (Verhulst & Van der Ende, 1992) . Different informants may therefore validly contribute different information (Achenbach, McConaughy, & Howell, 1987) , and multiple informants are needed to obtain a comprehensive picture of an individual's functioning (Verhulst & Van der Ende, 1992) . First, we conducted a linear regression with sex and YSR (self-report) affective, anxiety, ADHD, and externalizing problems as predictor variables and AFQ-Y total score as the outcome variable. Again, the predictor variables were entered into the model simultaneously and together accounted for 58% (adjusted r 2 , R 2 ϭ .60, F ϭ 31.33, p Ͻ .001) of the variance in AFQ-Y scores. In this analysis, only YSR affective problems (B ϭ 0.31, t ϭ 3.89, p Ͻ .001), anxiety problems (B ϭ 0.39, t ϭ 5.28, p Ͻ .001), and ADHD problems (B ϭ 0.23, t ϭ 2.65, p ϭ .009) retained significance.
Finally, we conducted similar analyses using continuous parentreport variables. A linear regression with sex and CBCL anxiety and affective problems entered simultaneously as predictor vari- 
The Predictive Ability and Clinical Utility Value of the AFQ-Y
Our second aim was to establish the predictive ability and clinical utility value of the AFQ-Y. Accordingly, we used receiver operating characteristics (ROC) analysis to assess the performance of the AFQ-Y in predicting a positive diagnosis of anxiety disorder on the C-DISC (Shaffer et al., 2000) and establish a clinical cutoff score. A ROC curve is created when the true positive rate (sensitivity) is plotted against the false positive rate (1 -specificity). The area under the curve (AUC) can then be calculated using the nonparametric trapezoid method (Hanley & McNeil, 1982) , which yields an index of accuracy that has been used in several other studies to establish criterion validity (Fombonne, 1991; Thapar & McGuffin, 1998) . A measure is thought to have low diagnostic accuracy if its AUC is below .7, moderate accuracy from .7 to .9, and high accuracy when greater than .9 (Swets & Pickett, 1982) . The measure's cutoff score can be established by finding the intersection of the measure's sensitivity and specificity curves. All analyses were completed using SPSS, Release 17.0.2.
The ROC curve with any anxiety diagnosis predicting AFQ-Y total score is shown in Figure 1 . Both the AUC and standard error were significant (p Ͻ .001), with an AUC of .78, indicating moderate diagnostic accuracy. Additionally, plotting sensitivity and specificity (see Figure 2 ) at different cutoff scores on the AFQ-Y indicated that the optimal cutoff point, the intersection of sensitivity and specificity, for the measure is 26.5 (sensitivity ϭ .73, specificity ϭ Ϫ.71) when predicting anxiety disorder.
Discussion
This is the first study to use the AFQ-Y in a clinical sample of adolescents. We sought to explore the relation between anxiety and experiential avoidance-suggested by previous research in adults (Forsyth, Parker, & Finlay, 2003; Marx & Sloan, 2005; Roemer, Salters, Raffa, & Orsillo, 2005 )-among inpatient adolescents from categorical and dimensional points of view, using multiple sources of report. Several findings warrant further discussion. First, as expected, the mean AFQ-Y total score in our sample was higher than the mean of the community sample studied by Greco et al. (2008) . Given the relation between experiential avoidance and psychopathology established previously in the literature, and the expectedly much higher rate and severity of psychopathology among inpatients, this result is not surprising.
Second, there was no significant relation between IQ scores or age and AFQ-Y total score, so they were not included in multivariate analyses. Given that the current study is only the third study of experiential avoidance in youths (after Best, 2010, and Greco et al., 2008) , these findings are noteworthy. Findings suggest that experiential avoidance is not a function of variation in age in the narrow age band studied here (12-to 17-year-olds). Whether Figure 1 . Receiver operating characteristic curve of the Avoidance and Fusion Questionnaire for Youth in predicting any anxiety disorder. There were 59 cases positive for any C-DISC anxiety disorder and 52 cases negative for any C-DISC anxiety disorder in this analysis. The diagonal segments are produced by ties. The area under the curve is .78 (SE ϭ .045, p ϭ .000), indicating moderate accuracy in discriminating adolescents with any diagnosis of anxiety. C-DISC ϭ Computerized Diagnostic Interview Schedule for Children. experiential avoidance occurs more or less frequently in younger cohorts should be a focus of future research, acknowledging the possibility that experiential avoidance may be difficult to detect in preadolescent children, given the limited metacognitive capacities apparent in this age range (Metcalfe, Eich, & Castel, 2010) . Moreover, our findings suggest that experiential avoidance is not a function of variation in IQ either. While some metacognitive capacities have been found to correlate positively with IQ (Swanson et al., 1993) , our findings suggest that variation in IQ does not affect the capacity to remain in contact with private cognitive and emotional experiences.
Third, while bivariate analyses suggested relations between experiential avoidance and several forms of psychopathology, some of these lost predictive power in the multivariate analyses, with only anxiety disorder retaining significance across all analyses. Specifically, categorical analyses revealed a significant relation between AFQ-Y total score and anxiety, depression, and ADHD at the bivariate level. Similarly, self-reported anxiety, affective, ADHD, and externalizing problems and parent-reported anxiety and affective problems were significantly correlated with AFQ-Y total score at the bivariate level. A set of regression analyses, however, revealed that in predicting AFQ-Y total scores (a) only anxiety disorder and depressive disorder retained significance from a categorical perspective; (b) affective, anxiety, and ADHD problems retained significance from a self-report dimensional perspective; and (c) only parent-reported anxiety problems and sex retained significance from a parent-report dimensional perspective. In all of these analyses, anxiety disorder remained a significant predictor of experiential avoidance when controlling for self-and parent-reported continuous variables of psychopathology. Taken together, our findings suggest that anxiety disorder makes an independent contribution to experiential avoidance even when controlling for other forms of psychopathology.
It is important to note, however, that identical conclusions can be drawn about depressive disorders based on categorical data; affective, anxiety, and ADHD problems based on continuous selfreport; and anxiety problems and sex based on continuous parent report. Though the aim of the present study was to explore the relation between experiential avoidance and anxiety disorder specifically, these findings indicate that other types of psychopathology (i.e., depression, affective problems, and ADHD problems) and sex are predictive of experiential avoidance as well. In fact, experiential avoidance has been tied to various forms of psychopathology in adult studies where relations between experiential avoidance and substance abuse (Stewart, Zvolensky, & Eifert, 2002) ; posttraumatic stress disorder (Plumb, Orsillo, & Luterek, 2004) ; emotion regulation (Kashdan et al., 2006) ; trichotillomania (Begotka et al., 2004) ; and anxiety, depressive, and anger symptoms (Kashdan et al., 2010) have been demonstrated. Our findings are therefore not only consistent with existing adult literature but also with the theoretical foundations of Acceptance and Commitment Therapy's (ACT) conceptualization of experiential avoidance as a transdiagnostic vulnerability factor (Hayes, Strosahl, & Wilson, 1999) .
Moreover, the findings of this study suggest an important relation between depression and experiential avoidance supported by categorical data and continuous self-report. This link has also been identified by existing research with adults that ties experiential Figure 2 . Sensitivity and specificity plotted against different cutoff scores on the Avoidance and Fusion Questionnaire for Youth (AFQ-Y) in reference to any anxiety disorder. The optimal cutoff score is determined by the intersection of the sensitivity and specificity lines. In predicting any anxiety disorder, the optimal cutoff score is 26.5 (sensitivity ϭ .73, specificity ϭ .71).
avoidance to self-reported depression (Hayes et al., 2006) and includes experiential avoidance in conceptual models of depression by highlighting the link between avoidance and rumination (Cribb, Moulds, Carter, 2006; Giorgio et al., 2010) . Furthermore, some evidence has suggested that the construct is causally related to depression in nonclinical adult samples (Bond & Bunce, 2003; Kashdan et al., 2006) . Though understanding this link was not the focus of the present study, these findings certainly highlight the important relation between experiential avoidance and depression and mandate further investigation.
Nonetheless, anxiety was the only form of psychopathology that retained predictive significance in all three analyses (categorical data, continuous self-report, and continuous parent report). Thus, the methodological strengths of this study (multiple sources and methods to assess psychopathology) ensure that the demonstrated relationship between anxiety and experiential avoidance is not unique to reporting source or the consequence of shared method variance. In other words, the fact that anxiety remained a significant predictor of experiential avoidance regardless of whether selfor parent-reported psychopathology or interview-or questionnairebased assessment was used suggests an important relation between anxiety and experiential avoidance in adolescents.
The fourth major finding of the current study relates to the clinical utility value of the AFQ-Y by determining sensitivity, specificity, and clinical cutoffs of the measure when used with an inpatient population. As expected, the AFQ-Y demonstrated adequate sensitivity and specificity in detecting a positive C-DISC diagnosis of anxiety disorder. We found that the total AFQ-Y score served as a moderate predictor in ROC analysis of any anxiety disorder among inpatient adolescents and determined that 26.5 is a clinically useful cutoff score. Though this finding adds to the AFQ-Y's existing clinical utility, it is notably tempered by the high comorbidity in our sample. Given that 64.4% of participants with any anxiety disorder also had a depressive disorder, the interpretation of this finding is further complicated. Specifically, in this study it is impossible to determine whether the AFQ-Y is a moderate predictor of pure anxiety disorder or rather anxious and depressive comorbidity. The ROC analysis in this study allows us only to assess the clinical utility value of the AFQ-Y in predicting any anxiety disorder, without excluding other diagnoses. Because the sample size in this study precluded us from conducting ROC analyses with pure depression (n ϭ 21) and pure anxiety (n ϭ 14) as outcomes, further research exploring the differential predictive power and cutoff scores of the AFQ-Y for these different disorders is still needed. Still, this finding is a useful step toward establishing the clinical utility value of the AFQ-Y and allows one to do so in a naturalistic setting, exploring the relation between anxiety and experiential avoidance within the comorbidity that is common in inpatient settings.
Taken together, these findings are significant for several reasons. First, they establish the AFQ-Y as a useful measure and predictor of anxiety disorders (albeit not pure anxiety disorder) in clinical samples of adolescents. Moreover, they further establish experiential avoidance as an important correlate of anxiety disorders, and psychopathology in general, among psychiatrically referred youths. While more research is necessary to establish the etiological status of experiential avoidance in the development of psychopathology in youths, research has begun to elucidate the role of this construct in the treatment of adults. More specifically, evidence is starting to accumulate to suggest that experiential avoidance may impede reduction of symptoms in the treatment of a wide variety of disorders. For example, in adult patients, a high level of experiential avoidance has been suggested to prevent clients from habituating to phobic stimuli (Foa, Huppert, & Cahill, 2006; Foa & Kozak, 1986; Lang, Levin, Miller, & Kozak, 1983) , engaging in a supportive relationship with their therapists (Horvath & Bedi, 2002; Lynch, Chapman, Rosenthal, Kuo, Linehan, 2006) , processing important emotional experiences (Greenberg & Pascual-Leone, 2006) , using adaptive emotion regulation strategies (Ehrenreich, Goldstein, Wright, & Barlow, 2009; Suveg, Kendall, Comer, & Robin, 2006) , and engaging in behavioral experiments to challenge irrational thinking patterns (Clark & Beck, 2009 ). Emotional avoidance is therefore an important target of treatment regardless of the treatment approach being used. Our study supports the potential importance of this construct also for the treatment of adolescents and establishes the necessity of further studies investigating its mediating effect in treatment outcome studies.
Currently, ACT has not been extended to the treatment of youths. Moreover, only one study other than Greco et al. (2008) has explored the relation between experiential avoidance and psychopathology in adolescents thus far. Best (2010) identified a link between experiential avoidance and chronic tic disorder in adolescents, suggesting that experiential avoidance may co-occur with various forms of psychopathology in adolescents as it does in adults. While much more research in the area is needed to determine if this is the case, we feel that our study responds to a lacuna in the current literature by exploring the construct in a clinical sample of adolescents. Our findings, with those of Greco et al. and Best, suggest that experiential avoidance is a measurable construct in adolescents and that the process of avoiding or suppressing unwanted feelings and thoughts may be important in the development and/or maintenance of adolescent anxiety disorder. Our findings contribute to the growing body of research suggesting that developmentally, adolescents have the metacognitive capacity to reflect on their own minds in the same way adults do (Dunlosky & Metcalfe, 2009 ), opening up the potential for the downward extension of ACT and other metacognitive therapies (e.g., Mentalization-based therapies; e.g., Bateman & Fonagy, 2004 to adolescents.
Several limitations warrant discussion. Specifically, our sample was drawn from a largely Caucasian group of adolescents with severe psychopathology. Replication of this study with a racially and ethnically diverse population is essential before our findings can be widely generalized. Additionally, the cross-sectional nature of our research limits the impact of our findings. Although we have identified a crucial component in understanding adolescent anxiety, longitudinal research is needed to elucidate the direction of causality, if any, between experiential avoidance and anxiety. Further, the value of the AFQ-Y in predicting anxiety is complicated by high comorbidity in our sample and prevents us from drawing definitive conclusions about the measure's predictive power for detecting pure anxiety disorder. Finally, more information about the development of experiential avoidance in childhood and adolescence is needed in order to identify and treat it as an early marker of future psychopathology.
